programs are reasonable. States have 5 years to implement a 3-year program/experiment. Partial funding is available for up to 15 months before the study period to refine operational protocols, hire staff, and engage program participants. Fourth, funding per state could be as high as $10 million, with no matched funding requirement. This level of funding is sufficient to cover the salaries of qualified staff as well as treatment programs costing $200/year for 3 years for several thousand program participants in each state. Finally, the application provided very clear guidelines on what was expected in the proposal and numbers of points awarded for each area. Importantly, the application required a very rigorous methodology, including an experimental or quasi-experimental design, power analysis to determine sample sizes, propensity scoring for selecting comparison groups, and detailed backup documentation, including samples of forms to be used for informed consent with study participants. Strategies had to show documented evidence of effectiveness. I suspect that this level of rigor made it difficult for most states to prepare a proposal and will make it difficult for some states to implement their programs as planned. However, states that execute their programs/experiments as planned should have results with strong internal validity.
The only real weak element in the specifications of the grant proposal was that only 15% of the budget could be allocated to administration, which includes program evaluation and transmittal of individual patient-level data directly to CMS. Few states have the ability to transmit individual-level data because of the complex relationships they have with Medicaid providers and intermediary insurers; therefore, most states would need to spend considerable resources developing this capacity or would at least be unable to estimate how much it would cost to develop this capability.
At least two factors limited which states applied for these grants. First, states were required to be offering all of the preventive services authorized by Medicaid by the time they started their experiments. Some states are not yet offering the full range of preventive services and have not confirmed the dates on which they will do so. Second, some states led by Republican governors have been vocal in their opposition to the Affordable Care Act, from which this program emerged. This has influenced their engagement in its various programs and the positions taken by their staff. For example, Mary Taylor, the Lieutenant Governor and Director of Insurance for the state of Ohio posted a letter on her blog on June 24, 2011, that said, ''I will do everything I can to protect Ohio's citizens and job creators from this catastrophic law'' 4 (referring to the Affordable Care Act). Ohio did not submit an application.
CMS plans to hire an outside evaluation group to measure the impact of this program on health conditions and Medicaid use and costs but had not released a request for proposal to providers by November 14, 2011, when I wrote this article.
Community Transformation Grants
The Community Transformation Grant (CTG) program from the Centers for Disease Control and Prevention (CDC) offered $900 million over 5 years. This grant program emerged directly from section 4201 of the Affordable Care Act. It was designed to help communities prevent heart attack, strokes, cancer, and other leading causes of death or disability through evidence-and practice-based policy and environmental, programmatic, and infrastructure changes in states, large counties, tribes, and territories. More specifically, this program required grant recipients to focus on changes in weight, proper nutrition, physical activity, tobacco use, emotional well-being, and overall mental health and to be able to show reductions of at least 5% by the fifth year in obesity through nutrition and physical activity interventions, death and disability due to tobacco use, and death and disability due to heart disease and stroke. Funding for these grants comes from the Prevention and Public Health Fund (Prevention Fund), which emerged directly from section 4002 of the Affordable Care Act. Program implementation grants of $500,000 to $10 million for the first year were available to communities ready to implement programs. Also, capacity-building grants of $50,000 to $500,000 were available for communities who needed to develop human capital, skills, partnerships, and infrastructure and then develop an implementation plan. Eligible applicants included state, local territory and tribal government agencies, as well as state and local nonprofit organizations. Cost sharing and providing matching funds was not required, but leveraging other resources to promote sustainability was strongly encouraged. The opportunity was announced May 17, 2011, letters of intent were due June 6, full proposals were due July 15, award winners were to be informed on September 15, 2011, and funding was to be available immediately. Up to 75 awards were expected to be made in 2011, with disbursement of $102 million expected before the end of fiscal year 2011. Details on this grant opportunity can be found at the grant Web site. 5 Winners were announced on September 27, with a total of $103 million to be awarded in fiscal 2011; 35 awards were implementation grants ranging from $500,000 to $10 million for the first year and 26 were capacity-building grants ranging from $147,000 to $500,000. A list of winners can be found at the HealthCare.gov Web site. 6 This grant program has several important strengths. The most important is probably the stated goal of actually transforming communities, rather than merely doing more of the same health education programs that would have more limited impact. This lofty goal was reinforced by the requirement of the implementation program grants to focus efforts on policy, environmental, programmatic, and infrastructure interventions; showing evidence of an existing coalition of partners; coordinating with multiple sectors such as transportation, planning, education, health care delivery, agriculture, and others; having a leadership team with multisector leaders; being able to make a persuasive case of how interventions will produce 5% improvements in the target outcomes over the course of the program; and having a well-articulated sustainability plan to explain how the effort would extend beyond the grant-funding period. A second important strength was the opportunity for groups who are not yet organized to apply for capacity-building grants. Like most grant opportunities, the 2-month period of time allotted to prepare and submit a grant after the announcement was simply not enough time to develop a plan and coalition from scratch. The only groups who could meet this deadline were groups that knew about this grant opportunity well in advance, had already developed a program plan and assembled a coalition and leadership team to implement it, and then used the 2-month period to refine their proposal to meet the grant specifications. The capacity-building option gave communities the opportunity to pull themselves together to be able to apply for a grant to implement their plan when the next round of funding is announced. In fact, this capacity-building process may actually be more transformational in relative change terms than implementing the programs. A fourth important strength was the fact that nonprofit organizations were allowed to apply, in addition to government agencies. Typically, only government agencies are allowed to apply for this type of federal grant.
Despite all of the positive aspects of this program, I have several concerns, all of which are related to the idea of transformation. First, I did not see anything in the proposal specifications that required the applicants to demonstrate how their approach would be truly transformational, any examples of existing programs that have been transformational, or even a definition of what constitutes transformation. I worry that partisan critics may criticize this program as just ''another failed economic stimulus'' if it produces only incremental, and not transformational, improvements in health. Second, I am worried that $10 million/year for a state or large county and $900 million for the entire nation may not be enough to be transformative. For example, the Los Angeles County Department of Health was awarded a grant of $10 million/year to transform the health of a county with 10 million residents. The annual budget of this department is $850.8 million. 7 How much impact can we expect from an additional $1 per resident? It might have been wise for the CDC to spend $10 million and 1 year to determine what approaches are likely to be transformative and then spend the remaining $890 million on proven approaches. Of course, there is a high likelihood that the remaining $890 million would have been eliminated by deficit hawks (Democrats and Republican) trying to cut spending of any kind or Republican members of Congress determined to repeal anything related to ''Obamacare.'' Second, the application had a technical requirement that I would characterize as a fatal flaw. All of applications to serve the population of a county required a letter of support from the health department for the county, all of the cities within the county, and the state health department. Although it seems obvious that health departments should be part of any plan to improve the health of citizens, writing the rule this way creates two challenges. First, this might subject some applicants to the political pressures of their state or county. For example, a coalition preparing a grant application to serve Duval County, Florida, was having trouble getting a letter of support from the state health department, with rumors that Republican Governor Rick Scott was reluctant to apply for funds related to the Affordable Care Act. The group eventually did receive a letter of support from the Florida Surgeon General after they engaged the media in this issue. 8 Second, this requirement puts the county or state government in a power position over local community groups in applying for grants. I am aware of a number of cases in which coalitions of nonprofit organizations decided to terminate their efforts to prepare applications when they learned that the county health department was intending to submit an application. Although state and county health departments play a key role in their communities, I just do not see them being transformative as long as they are subjected to political pressures of their elected officials and the bureaucratic nature of government. The exception of course is places like New York that have passionate support of a very powerful mayor. Another concern is that it would be very difficult for a county or state health department to not try to use the grant funds to plug budget holes caused by existing budget cuts. Unfortunately, 44 of 61 grants (72%), including 29 of the 35 implementation grants (83%) went to city, county, state, or tribal health departments. Collectively, $82.4 million of the $103 million grant total was awarded to these state and county governments.
The impact of the program will be evaluated through a $60 million 7-year evaluation contract awarded to Research Triangle Institute (RTI). 9 RTI will examine the extent to which residents in the CTG communities are exposed to policy and environmental changes and the impact of these changes on health behaviors and chronic diseases. RTI will also examine the long-term health and economic costs and benefits of specific policy and environmental interventions.
Small Business Wellness Grants
On June 23, 2011, the CDC announced a competitive bidding process for one contractor that qualifies as a small business to provide health promotion programs to a network of small-and medium-sized employers through its Comprehensive Health Programs to Address Physical Activity, Nutrition, and Tobacco Use in the Workplace. 10 Proposals were due August 8, 2011. On September 30, 2011, Viridian Health Management was announced as the winner of a $7,769,250 contract to be the health promotion provider. Viridian will be responsible for recruiting 70 to 100 small, mid-sized, and large employers who are based in seven geographic regions and do not have health promotion programs already in place but have demonstrated leadership commitment to developing programs. Viridian will help these employers create comprehensive health promotion programs to promote physical activity, proper nutrition, and tobacco cessation. Programs will focus on engaging employees and creating physical, cultural, and policy environments that promote health over a 2-year period. RTI was selected to receive a contract for approximately $1 million to measure the impact of these programs on knowledge, behavior change, and absenteeism and to draw out lessons that can be applied to helping other employers develop programs. 11 This program emerged indirectly from section 10408 of the Affordable Care Act, which authorized appropriations of $200 million for the period of 2011 to 2015 but did not also appropriate these funds within the provisions. 12 I have very mixed reactions to this grant opportunity, and I wonder if it makes the best use of nearly $10 million in an environment of scarce resources. It is positive because it will help 70 to 100 employers develop health promotion programs for the first time. It is also positive that the creative minds at RTI will focus their time on drawing out lessons to help other employers implement programs. However, I was disappointed with the design of this grant opportunity for several reasons. First, it does not follow the intent of section 10408 of the Affordable Care Act, which specified that grants should be provided to employers with 100 or fewer employees. Section 10408 limited grants to businesses with 100 or fewer employees because of the challenges that small businesses have in developing health promotion programs. These challenges include not having a human resources department that can coordinate development of a program, not having the volume purchasing power to negotiate discount pricing, and not being able to capture any of the medical cost savings that occur when medical use is reduced as a result of improved health because they are not selfinsured. The original legislation did not address the first two of these limitations, and the CDC was astute in the way they structured this opportunity to provide a national support network to be created by Viridian. However, I am puzzled why they decided to allow medium and large employers to be included in the network. Medium and large employers do not suffer from the limitations of small employers. Second, the task presented to Viridian, a small health promotion provider based in Phoenix, Arizona, to recruit 70 to 100 employers in seven regions of the country and to help them develop comprehensive health promotion programs in 2 years is formidable. I wonder if it would have made more sense to engage a large health promotion provider with staff based in multiple areas of the nation, a trade association that has existing contacts with many businesses, or a group like WELCOA (formerly known as Wellness Councils of America) or the National Network of Wellness Councils that has already created a national network of small employers to help them develop health promotion programs. Another approach would be to work with a local business council that could have focused on a more limited geographic area. Alternatively, it might have been possible to combine this with the CTGs described earlier and allow the grantee to use these funds to support local businesses. Ideally, it would make sense to test the relative success of several of these outreach approaches on a pilot basis and then focus future efforts on the most successful approach. I do want to acknowledge the difficult situation presented to the CDC in developing this program. Through the special efforts of several members of Congress, the CDC received an unexpected $10 million from the Prevention Fund for this program in early 2011. In a period of a few months, they had to hire staff to coordinate this effort, develop an approach to address the limitations of small business, create a mechanism to award grants, and actually disburse the grants before the $10 million evaporated at the September 30, 2011, end of the fiscal year. They had to do this in a low profile way so that deficit hawks would not see this as another cash rich program and try to cut it.
Conclusions and Continued Funding
These three programs represent the federal government's first major forays into stimulating health promotion efforts in diverse segments of the nation through grant programs. Despite the limitations cited above, these programs will have a positive impact of infusing cash into the health promotion field and enhancing the health of the populations they reach. Given the plans to evaluate the programs in a structured way, we are also likely to learn much about what works best in multiple settings. However, the lasting impact of these programs on the nation as a whole will depend on the extent to which they change the way we engage Medicaid recipients in health promotion programs, build our communities to make the healthy choice the easiest choice, and provide comprehensive health promotion programs to employees in all small business settings. Making progress in all of these areas will require more than one round of grant funding. In a normal budget environment, programs like these would be given time to be refined. In today's environment of budget deficits and partisan efforts to repeal the Affordable Care Act, the future of these programs is less certain. So what are the fiscal futures of these programs? My best guesses are below.
Medicaid Wellness. The first-year funding for this program has already been distributed. My best guess is that the 5-year funding for these programs is safe. The federal Medicaid program has significant internal control over its funds, and the potential cost savings to state and federal Medicaid programs are very obvious.
Community Transformation Grants. The first-year funding for this program has already been distributed. My best guess is that the 5-year funding for the 35 communities that received implementation grants is safe, but the future opportunity for the 26 additional communities that received capacitybuilding grants to apply for implementation grant funding may be at risk. Funding the 35 communities for the full 5 years would cost $377,411,250. Adding the $6,936,052 cost of the 1-year funding of the 26 capacity-building grants and the $60 million cost of the evaluation brings the total cost of this program to $444,347,302, about half of the $900 million originally announced for this program. Funding for this program comes from the Prevention Fund, which has authorized and appropriated funding of $15 billion for fiscal years 2010 to 2019, with $750 million in 2011 and the annual amount increasing until it reaches $2 billion in 2015. This funding is currently intact but is under attack from several sources. President Obama offered to reduce the Fund by $3.5 billion in October, 13 as part of the deficit reduction discussions, and the Democrat members of the Super Committee were rumored to be offering to cut $8 billion from the Fund in early November. 14 Ironically, the failure of the Super Committee to come up with additional deficit cuts may provide some protection to the Fund and limit its cuts to the 7.8% required in all nondefense discretionary funding through the "sequestration" process. 15 Small Business Wellness Grants. The CDC announcement of this program did not mention any extended funding, and the funding for the program as described has already been distributed; therefore, the existing program should be safe from any budget cuts. Furthermore, the Senate Labor, Health and Human Services, Education, and Related Agencies Appropriations Committee, requested funding for an additional $10 million in 2012 on September 21, 2011, 16 with funding coming from the Prevention Fund. This is a positive sign, but given the funding cuts expected from the Prevention Fund, reaching the $200 million level suggested in the Affordable Care Act for the 2011 to 2015 period will be very challenging.
Funding for All Health Promotion Programs. Future federal funding for most, if not all, health promotion programs is likely to come from the Prevention Fund. Therefore, the best way to ensure funding for health promotion efforts is to advocate that Congress preserve the Prevention Fund and maintain the balance specified in the Affordable Care Act. The best way to advocate for individual health promotion programs, like the CTGs or the small business wellness grants is probably to build support for them within the broader public health community. If the public health community is able to speak with one voice on this issue, we are more likely to secure Congressional support.
Of course, the Prevention Fund and all of these federal health promotion programs would evaporate if the Affordable Care Act were repealed. A full review of the prospects of repeal would require at least one more editorial, but my best guess is that it will not be repealed. My abbreviated reasoning is below.
The first challenge to the Affordable Care Act will be surviving a ruling by the Supreme Court on whether or not the act violates the constitution. 17 The Supreme Court agreed to hear this case on November 14, 2011. Oral arguments are expected to be presented in March of 2012, and a ruling is expected in late June of 2012. My guess is that it will be ruled constitutional. My guess is based on the fact that three appellate courts staffed by conservative judges who were appointed by Republican presidents have already upheld its constitutionality.
The second challenge will be overcoming attempts by Congress to repeal it, with the 2012 Presidential, House, and Senate elections playing a crucial role. Most Republicans, including all of the candidates running for president, want to repeal the act. Most Democrats want to preserve it. To overturn the act, three things must happen: (1) The president must sign the repeal bill or a two-thirds majority of the House of Representatives and the Senate must vote to repeal it to overturn a presidential veto. Any Republican president would sign the repeal bill. President Obama would veto it. (2) A repeal bill must pass the House of Representatives. My guess is that the majority status of the House of Representatives will follow the presidency (i.e., if President Obama is reelected president, the Democrats will retake the majority in the House). If any Republican wins the presidency, the Republicans will retain the majority. A Republican majority will repeal the act. The Republicans would need only a simple majority if a Republican wins the presidency and a two-thirds majority if President Obama wins. A Democrat majority will not repeal the act. (3) A repeal bill must pass the Senate, probably with a 60% majority to overcome a filibuster. The Democrats are likely to lose majority control of the Senate to the Republicans, regardless of the outcome of the presidential elections, because 23 of the 33 Senate seats up for reelection in 2012 are held by Democrats. That means the Democrats need to win 20 of 33 Senate elections to hold the majority with 50 seats if Obama is reelected (the Senate majority goes to the party of the President if 50 seats are held by each party) and 21 of 33 elections to hold the majority if a Republican president is elected. The Republicans need to win only 13 or 14 of 33 elections seats to take a simple 50-or 51-seat majority, and it is likely that they will win that many seats. However, Republicans would need to win 23 of 33 seats to win the 60-seat majority that could overcome the filibuster of a Democrat minority and 29 of 33 seats to win the 66% majority required to overcome a Presidential veto-and neither of those is likely to happen. The other option open to the Republicans, or whomever controls the Senate, is to change the rules of the Senate to eliminate the ability of the minorty to filibuster. That rule change can be made on the first day of the Senate. The Democrats decided not to make that change for the current Congress, but I would NOT be surprised to see the Republicans make that change, especially if a Republican is elected President. If the President is a Republican, and the Republicans change the Senate rules, the Affordable Care Act WILL probably be repealed.
Ironically, the factor providing the Affordable Care Act the greatest protection may be the February 11, 2011 judgment of the non-partisan Congressional Budget Office that repealing the Act would increase the federal debt by $210 billion over the next 10 years 18 and Rules in the House of Representatives that require increases in the federal debt to be offset by other spending cuts. 19 Given the recent failure of the Super Committee to find $1.2 trillion in savings over 10 years to prevent forced cuts to the military and domestics discretionary programs, finding these additional savings is not likely.
All of this brings to light the fact that restoring the health of our population requires all health promotion professionals to become very involved in the political process. It is truly bizarre that we must fight elected officials to be successful in achieving this goal, but we need to push that to the background and focus on what will motivate members of Congress to support these efforts going forward. With that in mind we should focus on two key themes: (1) Health promotion programs improve the health and quality of life for the people they engage. (2) Improving people's health through lifestyle is probably the only way to allow employers (including the federal government) to add jobs and remain financially sustainable, and to prevent Medicaid and Medicare from bankrupting state and federal governments. 20 
